
Requests that do not include the required information will experience a delay in the approval process. To expedite
this process, please review the prior authorization criteria in Appendix P at
http://www.colorado.gov/cs/Satellite/HCPF/HCPF/1201542571132.

PATIENT INFORMATIONPatient's Medicaid ID Number Patient's Date of Birth

/ /
Patient's Full Name

Request Date

/ /

COLORADO MEDICAID PHARMACY
PRIOR AUTHORIZATION FORM

Revised 08/2009

PRESCRIBER INFORMATIONPrescriber's Full Name

Prescriber Street Address

City State Zip Code

-
Prescriber Phone:

- -
Prescriber Fax:

- -
Prescriber DEA #

-

Diagnosis:________________________Method of Diagnosis (if applicable)___________________________________

Failed Medications:_________________________________________________________________________________

Contraindications / Allergies:_________________________________________________________________________

Current Medications:________________________________________________________________________________

Relevant Lab Values:______________________________________Date of Lab Results_________________________

Medical Justification:________________________________________________________________________________

Where will medication be administered? Circle one:

Client's home, Long-term care facility, Dr's office, Dialysis unit or Hospital

Prescriber NPI #

FAX TO: COLORADO Medicaid Prior Authorizations
Fax: (888)-772-9696

PA HELPDESK: (800) 365 - 4944
            

Drug Requested:

Strength Quantity
Frequency
of Dosing

By signature, the Prescriber confirms the criteria information above is accurate and verifiable in patient records
Signature of Prescriber

Date

/ /

21442

21442


